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EMPLOYER PERCEPTIONS OF ENTRY-LEVEL
MASTER'S DEGREE PHYSICAL THERAPY NEW GRADUATES' ABILITY
TO PRACTICE IN A DIRECT ACCESS ENVIRONMENT

ABSTRACT
The purpose of this study was to determine if employers in physical
therapy outpatient facilities believed entry-level Master's degree graduates were
adequately prepared to practice in a direct access environment. Three-hundred
surveys were sent to employers in facilities in Michigan, Illinois, and Ohio.

A

Likert Scale was utilized to determine opinions regarding physical therapy skills a
new graduate may have after graduating from an entry-level Master's degree
program. Analysis of variance was used to determine differences in opinion based
on skill and employer categorization. Results indicated that employers did not
believe physical therapy graduates have adequate skills to recognize diagnoses
beyond the scope of physical therapy, understand disease processes which may
mimic orthopaedic disorders, or recognize when diagnostic testing is indicated. A
majority o f employers did not believe that entry-level Master's degree physical
therapy graduates were adequately prepared to practice under direct access.
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CHAPTER 1
INTRODUCTION

The American Physical Therapy Association (APTA) has initiated an
upgrading o f physical therapy curricula pertaining to the physical therapy entrylevel degree from a Bachelor's degree to a Master's degree. The reasoning behind
the APTA's upgrading of physical therapy degrees is their belief that graduating
physical therapists from accredited Master's degree programs are better prepared
to practice in a direct access environment (American Physical Therapy
Association, 1992). Currently, there are three modes of practice for physical
therapists. First, a therapist may work under full direct access, which is defined in
physical therapy as the ability to evaluate and treat a patient without a physician
referral (Domholdt & Durchholz, 1992; Domholdt & Taylor, 1991; Jette & Davis
1991; Schafer, 1991). Second, partial direct access means a physical therapist has
the ability to evaluate a patient but not administer treatment to that patient without
a physician referral. Third, referral-only indicates that a physical therapist cannot
evaluate or treat a patient without a physician referral. Currently there are 30 states
practicing under direct access, 14 states practicing partial direct access, and only 6
states practicing under a referral only status. (Table 1 and Figure 1).
The implementation o f direct access practice raises some questions as to
who in physical therapy, including new graduates, is qualified to practice under
direct access laws.

Little documentation exists representing the opinions of

employers who are responsible for the actions of physical therapy graduates. The
opinions of the employers may indicate areas in which new graduates of entry-level
post-baccalaureate programs are not adequately prepared to practice under direct

access. This information may provide academic institutions with valuable
information about how effectively students are prepared for autonomous practice.
If employers have negative perceptions about new graduates, these opinions may
indicate a need to make changes in the preparatory education of students.
However, if employers do see graduates as being qualified clinicians capable of
autonomous practice, then educational institutions can be confident their curricula
prepares new graduates to practice competently under direct access.

This

information may also provide insight to state legislatures pursuing direct access
and justification for stipulations enacted to insure proper utilization.
This study regarding employers' perceptions of new graduates focuses on
the graduates' performance in the clinical setting. The employers' opinions reflect
what they see in the clinic on a daily basis and the experiences employers have had
when hiring new graduates. By asking specific questions about the new graduates'
performance, the data collected may focus on particular educational areas that
physical therapy educational institutions may need to address.

The primary

purpose of this study was to determine employer perceptions of entry-level
physical therapists' readiness for practice in a direct access mode and what areas, if
any, entry-level Master's degree new graduates are not adequately prepared to
practice in a direct access mode. The second purpose was to determine any
differences between the opinions of employers practicing in states with varying
degrees of direct access.

Table 1 List of Individual States By Direct Access Status
STATES WHICH PERMIT PHYSICAL
THERAPY EVALUATION WITHOUT
PHYSICIAN REFERRAL
Alaska
Arizona
California
Colorado
Connecticut
Delaware
Florida
Georgia
Hawaii
Idaho
Illinois
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Oklahoma
Oregon
Pennsylvania

TOTAL 44

Rhode Island
South Dakota
Tennessee
Texas
Utah
Vermont
Washington
Washington, DC
West Virginia
Wyoming
Wisconsin

STATES WHICH PERMIT PHYSICAL
THERAPY TREATMENT WITHOUT
REFERRAL
Alaska
Arizona
California
Colorado
Delaware
Florida
Idaho
Illinois
Iowa
Kentucky
Maine
Maryland
Massachusetts
Minnesota
Montana
Nebraska
Nevada
New Hampshire
New Mexico
North Carolina
North Dakota
Oregon
Rhode Island
South Dakota
Texas
Utah
Vermont
Washington
West Virginia
Wisconsin

TOTAL 30

(1986)
(1983)
(1968)
(1988)
(1993)
(1992)
(1987)
(1988)
(1988)
(1987)
(1991)
(1990)
(1984)
(1988)
(1987)
(1957)
(1985)
(1988)
(1989)
(1985)
(1989)
(1993)
(1992)
(1986)
(1991)
(1985)
(1988)
(1988)
(1984)
(1989)

Figure 1 Map o f Direct Access To Physical Therapy Services Permitted Bv States
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CHAPTER 2
LITERATURE REVIEW
Direct Access to Physical Therapy
Direct access is commonly defined in physical therapy as the ability to
evaluate and treat a patient without a physician's referral (Domholdt & Durchholz,
1992; Domholdt & Taylor, 1991; Jette & Davis 1991; Schafer, 1991). The
historical development of the APTA's promotion of direct access began in 1973,
when a motion was introduced to the APTA House of Delegates. This motion
contained the principle of initial evaluation without a physician's referral, as well as
professional and ethical guidelines for therapists engaging in evaluation without a
referral. In 1978, the House passed a motion ordering the Board of Directors to
devise a plan for the development of physical therapy practice independent of a
physician's referral, based on the identification of competencies a physical therapist
would be required to possess in order to practice in this manner. In 1979, another
motion was passed by the House allowing physical therapists who are members of
the APTA, to practice ethically in such jurisdictions where practice without a
physician's referral currently was permitted by state law. The motion included a
proviso requiring the House of Delegates to provide guidelines and minimal
standards for practicing without physician referral, and also included a plan for
development of physical therapy practice independent of physician referral. It is
interesting to note that the legal recognition of direct access actually preceded the
ethical recognition o f this form of practice by the APTA (Matthews, 1989).
In the ensuing years, further motions were passed which supported and
promoted direct access to physical therapy services across the United States. In
1981, a motion was passed stating the attainment of independent practice in the

field of physical therapy would be a long term goal of the APTA. A following
motion outlined actual APTA goals and objectives and provided a strategic plan
for achieving autonomous practice.
In 1983, the APTA passed a motion which attempted to eliminate
references to referrals, prescriptions, physicians' plan of treatment and/or physician
recertification for physical therapy services in all federal laws, regulations, and
guidelines.

Later, a 1984 motion called for the development of national

certification criteria under Medicare for physical therapists in independent practice
and securing of Medicare recognition and application of these criteria (Matthews
1989).
The APTA has been a catalyst, along with state chapters, and has provided
vigorous leadership to promote direct access legislation in all states and
commonwealths. Today, in order to implement direct access, each state must go
through their own legislative process to pass the laws required within their
jurisdiction.

Many states that have legalized direct access have also imposed

stipulations on the practice of physical therapy to help promote proper utilization.
Several states including Florida, Maine, and Idaho have set time frames on how
long a patient may be seen through direct access before seeing a physician (Florida
State Practice Act, 1992, Maine State Practice Act, 1991, Idaho State Practice
Act, 1987). For example, Florida enacted a clause stating that if physical therapy
is necessary for more than 21 days for a condition not assessed by a physician, the
therapist must obtain a physician's signature to continue treatment (Florida State
Practice Act, 1992).

Maine and Idaho have similar restrictions. New Hampshire

placed stipulations on which physical therapists are qualified to practice through
direct access by ranking them according to experience. A Physical Therapist 1
denotes an individual licensed to practice in New Hampshire who must obtain a
referral to treat. A Physical Therapist 11 denotes an individual who can evaluate

and treat without a physician's referral. In order for a Physical Therapist I to
become a Physical Therapist II, he or she must meet specific criteria. Criteria
include having a minimum o f two years experience as a licensed physical therapist,
being engaged in continuing education as established by the board, submitting
references from two physicians with whom the therapist has worked, undergoing
an interview, and meeting all other requirements adopted by the board (New
Hampshire State Practice Act, 1988). Minnesota has legislated a 30-day limit on
physical therapy treatment without referral similar to Florida, as well as requiring a
therapist to have practiced for one year before treating patients through direct
access (Minnesota State Practice Act, 1988). The above state-enacted stipulations
help to render physical therapists competent to evaluate and treat patients under
direct access.
Two studies have looked at the actual frequency of patients

seen

through direct access. A study by Domholdt and Durchholz (1992) looked at
physical therapy practices in three full direct access states by surveying staff
physical therapists who were members of the North Carolina, Nevada, and Utah
chapters of the APTA.

Inclusion criteria required that participating physical

therapists had practiced in both direct and non-direct access environments. This
study showed that 44.5% of the responding physical therapists had treated patients
through direct access and that physical therapists utilizing the practice of direct
access estimated that 10.3% of their caseload consisted of direct access patients.
Jette and Davis (1991) analyzed data from across the United States and compared
information collected from states with direct access. Findings indicated that
hospital-based outpatient facilities were evaluating patients without referral more
often than private practices at rates of 18.0% and 9.1% respectively. Discharge
data also showed that 80% to 90% of the outpatients discharged from all practices
(private and hospital-based) had a physician referral. Though the information from

these studies supports the notion that direct access is utilized by physical therapists
and facilities when available, the vast majority of outpatient physical therapy
facilities are still provided with a physician's referral.
Domholdt and Durchholz (1992) have shown that not all therapists or
clinics utilize direct access despite practicing in states which have legalized the
practice. They discovered that physical therapists had four main reasons for not
treating patients via direct access—(1) reimbursement regulation required a referral
from a physician, (2) employer didn't allow treatment without referral, (3) there
were no patients seen at specific clinics without referrals, and (4) personal
preference to see patients through referral only (25% of respondents). These
personal preferences were not investigated further. This study also found that a
majority of therapists believed that direct access had benefited the profession and
over one-half of these therapists indicated that direct access benefited patient care.
The APTA strongly believed direct access is imperative for the practice
and expansion of physical therapy (APTA, 1992). The APTA stated that without
direct access the practice of physical therapy is dependent on a physician referral.
They also stated that the need for a physician's referral does not reflect the training
and expertise of practicing physical therapists.

The APTA's rationale for this

position is that the interest in physical fitness, the escalated promotion of
prevention or wellness programs, and the need to control costs all can be
addressed through direct access to physical therapy.

The APTA strongly

supported the position that the scholastic and clinical training of physical therapists
renders them completely competent to practice effectively under direct access.
Domholdt, Lord, LeMasters,

and Durant (1988) addressed many

hypothetical benefits of direct access to physical therapy services. First, direct
access could provide an additional entry point into the traditional health care
system, particularly in rural areas.

Second, direct access could give patients

freedom o f choice in selecting health professionals and health care. Third, direct
access could reduce consumer health care costs by eliminating unnecessary
referrals by physicians, which also would result in more timely care by eliminating
the initial visit to the physician's office. Fourth, direct access to physical therapy
services could promote prevention of health problems, rather than merely
providing treatment after the problem has developed. Fifth, direct access could
allow early intervention and on-site treatment of injuries in schools and industry,
and could also result in fewer lost wages in industry because of fewer injuries and
earlier return to work. Sixth, direct access could decrease long-term care due to
earlier access to necessary services. The Washington State Health Coordinating
Council also listed benefits of direct access. In its recommendation to the state
legislature, the Council supported direct access because it a) broke down barriers
to timely patient treatment, b) did not compromise public health and safety, c)
would improve quality of care, and d) may decrease health costs (APTA 1992).
The Texas chapter of the APTA (1992) collected direct patient input on
the topic o f direct access and found consumers cited "cost, inconvenience and poor
health care" as ramifications to mandatory referral. The Texas chapter also
reported consumers delay seeking health care or choose alternatives and less
traditional forms o f health care in an attempt to avoid the cost and inconvenience
inherent in obtaining an "unnecessary" practitioner referral to begin physical
therapy (APTA, 1992).
A proposed problem with direct access was the concern by physicians that
physical therapists may abuse their rights to direct access by falsely assuming the
physicians' role and, in the end, jeopardize the health of their patients (Droste,
1987). Many physicians also feared that with direct access to physical therapy,
physicians would lose patients and the control over the management of their
treatment, as has occurred with chiropractic services. (APTA, 1992).
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Ritchey, Pinkston, Goldbaum, and Heerten (1989) surveyed physicians
regarding their perceptions of physical therapists and the physician referral to
physical therapists.

According to the survey responses, physicians believed

physical therapists had sufficient knowledge in anatomy and physiology.

The

categories of therapist autonomy/decision-making were scored less favorably by
the physicians, but the perceived limitations of physical therapists' autonomy in
decision-making were not discussed. The majority of responding physicians agreed
physical therapists played an important role in health care and were helpful as
consultants. Physical therapists were also credited with communicating adequately
with physicians.
Schlink, Kling, and Shepard (1978) assessed attitudes of California
physicians toward physical therapists and physical therapists' attitudes toward
themselves using Moore's hierarchy of five criteria defining a professional: strong
motivation,

established

representative

knowledge, evaluation skills, and

organization,

specialized

body

of

autonomy of judgment. In conjunction with

Moore's hierarchy, the Rosenberg Self Esteem Scale was used. Results indicated
that a majority of responding physicians viewed physical therapists as possessing
all five o f Moore's criteria defining professionalism. However, the percentage of
positive responses was considerably lower on the two criteria defined by Moore to
represent the highest degree of professionalism—evaluative skills and autonomy of
judgment. Schlink did not define the specific components of these two general
traits or why physical therapists scored lower. Physical therapists had high
professional images of themselves but believed that physicians and the public did
not perceive physical therapists to be as highly professional and worthy of
autonomous practice as physicians.
Dolmholdt et al. (1988) debated that physicians may be needed to screen
patients before they are seen for physical therapy. Many opponents to direct
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access, including some physical therapists, felt that a physician was needed initially
to rule out insidious causes o f symptoms such as pain, swelling, and weakness.
Domholdt et al. also mentioned that although physicians screen patients before
referring to physical therapy, the majority of physicians give diagnoses and write
referrals stating "evaluate and treat" when referring patients to physical therapy.
Domholdt et al. suggested that the physician trusts the physical therapist in making
decisions about patient care, while the physician still shares the responsibility if
complications arise.
Physicians' perceptions of the physical therapist's professional status is
important, but so is the perception of the public. For direct access expansion, the
public must believe that physical therapists embody characteristics common to a
professional, and must want to use physical therapy services prior to seeing a
physician. Studies have been performed showing this perception may already exist
in the public. Overman, Larson, Dickstein, and Rockey (1988) randomly assigned
low back pain patients to either a physician or a physical therapist for treatment of
their back problems. Before seeing their provider, the patients with low back pain
completed a Sickness Impact Profile (SIP) which was a validated and reliable
measure of sickness-related dysfunction. After one month of treatment, patients
were interviewed over the phone and sent questionnaires regarding their
perceptions of treatment and outcomes. Results indicated that physical therapistmanaged patients were more satisfied with their care than physician-managed
patients although the amount of pain, symptom recurrence, perceived anxiety and
functional status were similar for both groups. Differences in outcomes were noted
for patients with severe dysfunction at their first visit (SIP scores >150). Physical
therapist-managed back patients had significantly better functional outcomes and
improved SIP scores than did physician-managed patients with severe dysfunction.
Durant, Lord, and Domholdt (1989) performed a study which looked at opinions
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of outpatients receiving physical therapy in Indiana regarding physical therapy
evaluation and treatment without a referral. Patient opinions were collected via a
questionnaire that was distributed to privately owned clinics in Indiana, and
inquired about the patients' previous use of physical therapy, whether they would
use physical therapy services if available through direct access, and how physical
therapy compared to care given by other practitioners. The results indicated that
with respect to evaluation, respondents cited physical therapists as the most
thorough and best source o f evaluation about as frequently as they did all other
health care professionals. Physical therapists were cited far more often than other
health care professionals combined as being the practitioners who provided the
best information about the control of symptoms and prevention of recurrence of
symptoms. This study looked at treatment usage frequencies but not objective
outcomes based on these treatments. The study only assessed patient perceptions
according to their experience with physical therapy rather than their objective
outcome.
The direct access initiative of the APTA began in 1973 and has progressed
to the current status in which 44 states are practicing under some form of direct
access, with 30 of these states practicing under full direct access. The recent trend
by states legalizing autonomous practice has included the implementation of
stipulations into state practice acts which limit who among physical therapists are
qualified to practice under direct access. Utilization studies have been performed
showing that the actual frequency of physical therapists and clinics practicing
direct access has remained somewhat low due to reimbursement and other political
issues.

The APTA has continued to promote direct access on the basis that

physical therapists possess the knowledge and expertise to effectively evaluate and
treat patients in this environment. Some physical therapists argue against direct
access believing that a physician is needed to rule out other disease processes and
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share in patient responsibilities if complications arise.

Physicians suggest that

physical therapists lack autonomy of judgment in decision-making and evaluative
skills. The differences in opinions regarding direct access highlight the need for
further utilization and outcome research to assess the appropriateness of direct
access practice.
Evolution of Physical Therapy Education
The concept of physical therapy was established in the United States in the
late 1800's when physical modalities and procedures were first applied for
therapeutic purposes for children with infantile paralysis (Scully & Barnes, 1989).
When infantile paralysis became an epidemic, teams of physicians, nurses and other
non-physician personnel were brought together to treat inflicted children. These
"non-physician" personnel were guided by physicians to perform massage, muscle
training, and corrective exercises for treatment and follow-up care of infants
afflicted with this disease. Even though the occupation of physical therapy was not
at that time a distinct entity, the foundations were being laid (Scully & Barnes,
1989).
The manpower needs during World War I forced attention on use of the
"non-physician" personnel to restore physical function in members of both the
military forces and civilian work force.

Training for practitioners in "physical

therapy" during the war primarily came from the Division of Special Hospitals and
Physical Reconstruction in the Office of the Surgeon General of the United States
Army where a brief three month program served as the foundation of physical
therapy education.

The program's main focus was on human anatomy and

exercise. Those who graduated were given the title "Reconstruction Aide", and
although the role of the aide in this new occupation had not been clarified, the
more definitive statements were slanted strongly toward a role that was supportive
to the physician (Scully & Barnes, 1989).
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The reconstaiction aide courses were phased out by 1918. By the close of
the following decade, approved programs in physical therapy were offered in
twelve institutions in the United States. In 1928, a minimum course of study was
agreed upon by the executive committee of the APTA. The document, "Minimum
Standards for Schools of Physical Therapy", identified subjects to be studied and
the minimum number of clock hours to be devoted to theory and lab practice for
each subject (Scully & Barnes, 1989).
Up until 1936, the American Physiotherapy Association had sole
responsibility for enforcing standards in physical therapy education. In 1936, the
American Medical Association (AMA) requested to handle such activities. The
AMA had both the authority and financial resource for enforcing educational
standards, therefore, the request was granted. Once the AMA assumed
responsibility, curricular changes in physical therapy education were no longer
under control of members of the occupation (Scully & Barnes, 1989).
The physical therapy curricula under the control of the AMA remained
unchanged for twenty years. Finally, the APTA initiated the revision of standards
for physical therapy curricula and in 1955 the new standards were adopted. Most
notable changes in the revision included increases in hours and percentages of time
for physiology, exercise, and clinical practice. The document describing the new
standards included the following statement: "When preparatory training is properly
integrated with professional training in a collegiate school in physical therapy, such
training will lead to a baccalaureate degree in physical therapy." (Scully & Barnes,
1989)
The physical therapy curriculum of the 1960's reflected the revisions made
in the 1955 standards.

Courses included electrotherapy, neurophysiology,

scientific injury and research, public and community health, educational principles,
psychosocial aspects of patient care, and management and administration.

In
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1960, the House of Delegates of the APTA adopted the following resolution that
"the APTA considers the attainment of a baccalaureate degree the minimal
educational qualification of a physical therapist" (Scully, 1989).
Physical therapy was influenced by several forces in the changing health
care system throughout its development. Worthingham (1970) described two
concepts in health care after the 1940's contributing to the evolution of America's
health care, including physical therapy and physical therapy educational programs.
Worthingham stated that the old concept of "sick care" changed to the new
concept o f "health care".

Along with the concept of "health care" had been a

trend towards "team care".

Worthingham believed this "team care" concept may

have provided the opportunity for specialization of the physical therapist's role in
health care. For example, during the late 1960's at Ranchos Los Amigos Hospital
in California, each categorical service, such as rheumatology, hip and spine
deformities, spinal cord injuries and cardiology had its own physical therapy staff.
Teams were developed in outpatient clinics in relation to defined patient
populations. Worthingham concluded that the expanding role of the physical
therapist required an educational program which would prepare the graduate to
participate with medical and other health professionals in designing and carrying
out systems of health care which would meet the needs of an awakened public.
Emphasis in the baccalaureate programs for basic education, therefore, was to be
placed on preparation for this broader concept of practice.
Adding to the new and different dimensions of physical therapy, both
Hogue (1974) and Johnson (1974) believed the domain of the physical therapist
would not be confined within the four walls of the hospital. Hogue (1974) stated
that graduates in the 1980's needed to be ready to undergo new experiences with
patients outside the traditional hospital settings and needed to be prepared to teach
patients, families, and other health care workers, whether it be in the hospital,
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home, outpatient clinic or extended care facility. In accordance with the expanded
role of physical therapists, Johnson (1974) predicted a primary function of the
therapist would be evaluation. Daniels (1973) stated involvement of the physical
therapist with other health professions in the evaluation and care of the patient
from the start was critical for the new concept of health care and for the
development of the profession.
Hogue (1974) stated that in response to the expanding roles of the
physical therapist, schools stressed the therapists' role in planning of patient
services by evaluation of the patient and setting goals for treatment.

Physical

therapy educators began teaching principles and methods of evaluation and
implementation of treatment programs based on evaluation. The theoretical and
clinical curricula of physical therapy educational programs required analysis to
determine the emphasis on comprehensive, continuous, and coordinated care
including prevention of disability, rehabilitation of those with disability to optimum
function, and maintenance of function (Worthingham, 1970).
After 1980, as the practice of medicine began to change from a strong
anatomical to a biomechanical base, a need developed to have another practitioner
with expertise in physical function and dysfunction (APTA, 1992). Respect and
recognition by the physician for the role of the physical therapist in management of
physical disability led to a change from a prescriptive to a referral relationship,
usually to evaluate and treat.

This changed the responsibility of the physical

therapist from primarily providing treatment to evaluation, program planning, and
provision of service (APTA, 1992)
Singleton (1985) asked two key questions relating to the increased
responsibility given to physical therapists and physical therapy educational
programs.

"Are

our

new

graduates

adequately

prepared

to

practice

independently?" and, "Are we prepared educationally and ethically to assume the
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increased responsibility that follows from independent practice?" Singleton argued
that something more was needed in the entry-level educational programs to
prepare new graduates for the additional responsibilities. She continued that the
"something more" could be incorporated into the current curricular offerings. It
consisted o f alterations in course content and learning processes aimed at the key
objectives of producing in students greater ability for independent thinking and
earlier development of professional judgment.

Singleton (1985) stated that the

focus of the program should be to prepare future physical therapists not only to
function in the accustomed manner under physician referral and supervision, but
also to become more competent in practice without such guidance (i.e., direct
access). The APTA, in an effort to strengthen the curriculum, encouraged the
extension of education for physical therapists from an entry level baccalaureate
degree to an entry level post-baccalaureate degree. The first Master's degree
program was offered at Case Western Reserve University in 1959 (Daniels, 1973).
In the early 1970's six institutions offered Master's degree programs (Scully &
Barnes, 1989).
professional

In 1980, the APTA adopted a policy that physical therapist

education be

that

"which results

in the

awarding

of a

postbaccalaureate degree" (APTA, 1994). As of 1994 there were 68 Master's
degree programs offered in physical therapy across the United States (APTA,
1994).
Matthews (1989) described the expectations of today's physical therapist.
The clinician is expected to be competent in the diagnosis of movement
dysfunction and in creating and carrying out a plan of care designed to eliminate,
alleviate, or minimize the identified dysfunction. In addition, the physical therapist
is expected
to communicate with individuals who have different educational,
cultural, social, and economic backgrounds; act as an advocate for a
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patient or client and the family; participate in the political process at
local, state, and national levels; market services; participate in research;
teach patients, families, colleagues, and students; deal with third party
payers for reimbursement of services and be a continuing learner and
active in professional organizations. (Matthews, 1989, p.45)
Shepard and Jensen (1990) described another kind of physical therapy
practitioner, stating "yesterday's graduate was a clinician and tomorrow's graduate
a teacher, an administrator, a consultant, and a researcher". They also suggested
how various curricular components can support the development of this type of
physical therapy practitioner. They stated that the problem with most entry-level
programs is the goals and objectives appear to be aimed toward achieving technical
clinical competence. The overemphasis on the technical-skill aspects of practice
may lack a comparable emphasis on other essential components of professional
expertise such as understanding theory and development of analytical abilities. As
a result, curriculums in the past became increasingly crowded, with more and more
content being crammed into limited time spaces.
Shepard and Jensen (1990) describe two types of knowledge they believed
were needed for the new graduate to meet the challenging role of the physical
therapist. The first type of knowledge was described as technical knowledge. The
second type o f knowledge was described as reflective or intuitive knowledge,
which is part of every professional's spontaneous actions, and may not follow
specific rules or theories. According to Shepard and Jensen, faculty members need
to decide which, if any, of the curriculum components must be changed to prepare
the new physical therapist to practice more independently, and to apply not only
technical skills but make clinical judgments or decisions in situations where there
are no rules or guidelines to follow.
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In defense of modern physical therapy curricula, the APTA (1992) stated
that the curriculum content and the APTA's policies, documents, and competencies
required for practice have changed in response to the increased demand and
responsibility of the physical therapist. The APTA believes that physical therapy
curricula have been designed to provide the basic medical and applied science
information necessary to recognize physical disability/movement dysfunction and
the indications and contraindications for treatment. Also, the curricula has
incorporated the basis and methods for evaluation of physical dysfunction
(potential or actual), planning a treatment program, and providing treatment. The
APTA stated that strongly emphasized in physical therapy education, in APTA
documents, such as the Code o f Ethics, and incumbent in the principles of
professional practice was the requirement that treatment be offered only if the
physical therapist's knowledge and skill is sufficient and medical information is
adequate for safe and effective care. In addition, competencies for the practice of
physical therapy had been and have continued to be acquired through the
established educational systems. According to the APTA (1992), the educational
systems accurately provide the competencies to enable the physical therapist to
practice within the scope of physical therapy independent of physician direction,
however competencies for establishing a complete medical diagnoses should be
considered outside the scope of physical therapy practice.
Whether direct access becomes universal throughout the United States or
not, the drive toward independence and professionalism continues. The education
of physical therapists has been broadened from a three month program, intended to
develop persons qualified to support the physician, to the current state of transition
to post-baccalaureate education. An overall change in education emphasis has
occurred since the late 1800's from basic human anatomy and exercise training to
the current emphasis on holistic training designed to prepare graduates for the role
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of autonomous practice. Debate continues regarding the educational preparation of
physical therapists and if they are adequately prepared for autonomous practice
upon graduation.
Perceptions of Physical Therapy Graduates' Readiness to Practice in
Autonomous Settings
The research shows that most students, in both baccalaureate and post
baccalaureate programs, support the profession's drive toward nation-wide direct
access to physical therapy services (Warren and Pierson, 1994). A majority of
graduates of physical therapy schools stated that practicing physical therapy in a
state with direct access was in either their short- or long-term career plans
(Domholdt and Durchholz, 1992).
LeMasters and Domholdt surveyed physical therapy students in their last
year of study to determine their opinions about direct access to physical therapy
services and to determine whether their immediate and long-term career plans were
influenced by the direct access status of different states.

Over 200 students

enrolled in their final year in both Master's and baccalaureate physical therapy
programs were surveyed. Eighty-five percent believed achieving direct access was
vital to the development of the profession. Twenty percent planned to concentrate
immediate job searches in direct access states and fifty-three percent included
practice in states with direct access in their long term plans (LeMasters and
Domholdt, 1989).
Warren and Pierson (1994) surveyed post-baccalaureate and baccalaureate
physical therapy students about their attitudes regarding practice in a direct access
environment. A majority of students in both groups supported direct access.
Warren and Pierson (1994) examined the relationships between type of entry-level
education and selected variables of students in their final year of education. The
results indicated that Master's degree students felt better prepared than Bachelor's
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degree students to practice across a broad spectrum of physical therapy practice.
Post-baccalaureate respondents perceived themselves as significantly better
prepared to practice in the areas of general acute care, cardiopulmonary
conditioning, industrial health and rehabilitation, disease prevention and health
promotion, public health education, geriatric care, and home health care than
baccalaureate respondents.

The students enrolled in the post-baccalaureate

program felt more comfortable practicing in a more autonomous mode than their
peers in a baccalaureate physical therapy program. However, an overwhelming
majority of students in both Bachelor's and Master's degree physical therapy
programs did not feel comfortable practicing under direct access after graduation.
Furthermore, a large majority of students thought a physical therapist should have
some work experience before practicing under direct access.
Yarbrough (1980) completed an ethnographic study of physical therapists
in a suburban community hospital. Yarbrough reported that physical therapists felt
they were not allowed to practice as independently as they had been prepared to
function. She stated that "young staff were disillusioned and frustrated in their
attempts to adapt to the constraints placed on their work." These findings appear
to contradict physical therapy students in Scheuneman and Tubman's study (1994)
who felt they were not ready to practice through direct access immediately after
graduation. A possible reason for the discrepancy in opinions regarding readiness
to practice through direct access may be due to the amount of clinical experience
of the student or the physical therapist.
Scheuneman and Tubman (1994) found this difference in readiness for
direct access practice may be related to the amount of clinical affiliation time
remaining. A relationship was found between the amount of clinical affiliation time
remaining and the subjects' responses to questions regarding preparation to
practice in a direct access setting. More students with no affiliation time remaining
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agreed that they were prepared to practice under direct access, while students with
14-15 weeks of affiliation time left were less likely to agree that they were
adequately prepared.
Scheuneman and Tubman (1994) also asked specific questions related to
students' perceptions of their skill and knowledge for direct access. A majority of
students agreed they were familiar with pathologies of a variety of disorders, could
take appropriate steps to refer a patient when necessary, that their education
included "ample information about what direct access is and its implications to
physical therapy practice", and had confidence in oral and written communication
skills.

Scheuneman and Tubman also found that fifty percent of the students

disagreed with having "enough knowledge of non-musculoskeletal pathologies to
detect a serious medical problem outside of their capabilities". Half of the students
also disagreed with having adequate knowledge of mechanisms and side effects of
common drugs as they relate to patients receiving physical therapy.

This

information appears to be very relevant to physical therapy education since direct
access requires that physical therapists must be able to recognize when physical
therapy treatments are not appropriate and refer the patient.
Minimal information about employer perceptions of new graduate readiness
to practice under direct access was found. Taber (1992) surveyed employers of
physical therapists in acute care hospitals, rehabilitation centers, and outpatient
offices to discover their perceptions of graduate competence with clinical skills,
communication, clinical theory, time management and self-referred patients. The
results of this survey indicated employers believed new graduates possessed many
fundamental clinical skills at graduation. Employers agreed new graduates were
able to evaluate patients and prepare treatment programs for patients.

They

agreed new graduates can effectively supervise aides and physical therapist
assistants, and communicate effectively with patients and coworkers. However,
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employers also believed new graduates were not prepared to independently treat
an acceptable volume of patients, manage time effectively, treat patients with
complicated diagnoses, or evaluate and treat the self referred patient.
Interestingly, eight of the 150 respondents stated their organization did not hire
new graduates because graduates had difficulty managing a full patient load and
treating complicated patient diagnoses.

This survey supports the notion that

employers perceive new graduates to be incapable of clinical performance at a truly
autonomous level.
The evolution of both the physical therapy profession and physical therapy
curricula have changed dramatically since physical therapy's modest beginnings.
Not only has the profession of physical therapy gained recognition for its role in
evaluating and treating movement dysfunction, the physical therapy curricula has
been modified to attempt to meet the specific needs of today's physical therapist.
As we move into the latter part of the twentieth centuiy, and as access to physical
therapy services becomes independent from the physician's referral, it is the duty of
members of the physical therapy profession to review curricula standards and make
the necessary changes to graduate competent physical therapists.
Direct access to physical therapy services is often utilized where allowed
by state law, but the new graduate may or may not be prepared to function in this
way. The literature reveals that both physical therapy students and employers feel
confident new graduates have the skills necessary to evaluate and prepare
treatment programs in a referral-based system. However, based on the results of
two studies, employers stated new graduates had difficulty with complicated
diagnoses and evaluating and treating the self-referred patient, and students
admitted they did not have enough knowledge to detect serious medical problems
outside o f the scope of physical therapy. With this knowledge, focus must be on
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identifying what skills graduates need to work effectively in a direct access mode
and how to develop these skills.
Thesis Question
The questions explored through this study were:

1) Do employers in

outpatient physical therapy clinics believe that entry-level Master's degree
graduates in physical therapy are adequately prepared to practice under direct
access; (2) In what areas do employers in outpatient physical therapy settings
report that the knowledge and skills of Master's degree entry-level physical
therapists are adequate to practice under direct access; and (3) Are the opinions of
employers different based upon the direct access status of the state in which they
practice?
Hypothesis
We hypothesized that employers of outpatient physical therapy settings
believe most graduates of entry-level Master's degree physical therapy programs
are not sufficiently prepared to practice in a direct access environment directly
upon graduation.

We hypothesized that employers would perceive Master's

degree physical therapy graduates to lack sufficient ability to provide a thorough
evaluation and interpret the results accurately without intervention from a
physician, as well as recognize disease processes that may mimic common physical
therapy conditions. We further hypothesized that there may be a difference in
opinions of new graduate readiness based on the direct access status of a state.
Definition of Terms
Full direct access means that a physical therapist has a legal ability to evaluate and
treat any patient without a physician referral.
Partial direct access means a physical therapist has the ability to evaluate a patient
but not administer treatment to that patient without a physician referral.
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Referral-only means that a physical therapist cannot evaluate or treat a patient
without a physician referral.
Entry-level Master's degree graduate refers to a recent graduate of an accredited
entry-level Master's degree physical therapy program who has not had any
experience working as a licensed physical therapist.
Employer definition for survey participation included:

(1) a licensed physical

therapist in a management position who was involved in hiring of physical
therapists, (2) worked full- or part-time at the clinic receiving the survey, and (3)
worked in the outpatient services if affiliated with a hospital.
"Basic" clinical skills were skills we deemed to be necessary to practice in any
physical therapy setting.
"Extra" clinical skills were skills we deemed as necessary in addition to the "basic"
skills for effective practice under direct access.

CHAPTER 3
METHODOLOGY

The study design of this research thesis was a survey mailed to outpatient
clinics in three states: Illinois, a direct access state, Michigan, a partial direct
access state, and Ohio, a referral only state. A sample survey was distributed to
five Grand Rapids, Michigan physical therapists after which several questions were
reworded for clarity. The survey was given to committee members on July 7,
1994 for completion, critique, and revision. The questionnaire was reviewed and
approved by the Grand Valley State University Human Subjects Review
Committee in September, 1994.

The approved questionnaires were mailed to

randomly chosen clinics on October 10, 1994 with an enclosed self-addressed
stamped envelope. Return of questionnaires was requested by October 30, 1994.
Our subjects for the survey were employers of physical therapists in
outpatient physical therapy private practices and hospital based outpatient clinics.
Criteria for persons completing the survey were: (1) a licensed physical therapist in
a management position who was involved with hiring of physical therapists or
supervision of staff, (2) worked either full- or part-time at the clinic receiving the
survey, and (3) worked in the outpatient services if affiliated with a hospital.
A total of 300 questionnaires were sent out with 100 going to each state
included in the study, sixty-five to hospital-based facilities and thirty-five to private
practices in each state. We determined it necessary to include 65 hospital based
facilities versus 35 private practice clinics according to the proportion of each on
our master sample list. The private practice subjects were obtained from the 1994
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American Physical Therapy Association Private Practice Section membership
guide.

A hospital-based clinic listing was obtained from the 1991 American

Hospital Association's Guide to the Healthcare Field by cross referencing each
hospital to insure they provide both physical therapy and outpatient rehabilitation
services.

Selections of clinics were chosen from the lists using a computer

generated random set of numbers .
Our instrument of measurement was a questionnaire designed and reviewed
by our thesis group and committee members, consisting of two portions (Appendix
A).

The first portion contained demographic data followed by a second portion

consisting of survey skill statements with answers chosen from a range of opinions
on a Likert scale.

The Likert scale had five numbered choices ranging from

strongly agree to strongly disagree. Respondents were asked to circle only one
answer for each question and to complete all questions. The participating facilities'
names and addresses were kept confidential. The return of the questionnaire
indicated participant's informed consent to participate in the study.
Data was computed using the SPSS software for Windows. Responses of
strongly disagree, disagree, neutral, agree, and strongly agree were converted to
numbers one through five respectively. Frequency distributions were run on each
question of the survey in order to find percentages of the occurrences of
responses. ANOVA tests were performed to look at opinions of new graduate
preparedness to practice in a direct access environment directly upon graduation as
a whole, between states of varying degrees of direct access, according to highest
degree attained, and facility type. Cramer's V and Chi square testing was
performed to determine relationships of facility type and number of new graduates
hired and facility type and state return rates. After receiving and analyzing the
returned surveys, we formed 2 categories of statements from the skill statement
portion o f the survey. The first category contained "basic" skills which we deemed
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to be necessary to practice in a referral physical therapy setting.

The second

category contained "extra" skills we deemed as necessary in addition to the "basic"
skills for effective practice in a direct access environment.

ANOVA was

performed to analyze the relationship between the two categories.
categories will be described in chapter four.

These

CHAPTER 4
RESULTS
Sample and Demographics
O f the three hundred surveys sent to the three states, we received 104
returns. Ninety-nine surveys were analyzed and five were excluded due to
incorrect completion for a usable return rate of 33%.

Overall, 24.2% of the

respondents were from private practice and 75.8% were from hospital-based
physical therapy facilities. Table 2 represents the return rates of each state and
type of setting.

Table 2
Distribution of Returns by State and Clinical Setting
Return # by Facility Type
Total Return(%)

State
Illinois
Michigan
Ohio

Private-Practice
9
11
4

31.3
46.5
22 2

Hospital-Based
22
35
18

Ages of the respondents ranged from 24 to 65 years with a mean age of
39.1 years. Of the participants, 46.5% were male (n=46) and 53.5% were female
(n=53). The distributions of the highest physical therapy degree attained by the
participant were as follows: 9.1% certificate, 76.8% Bachelor's degree, and 13.1%
Master's degree. The mean years of practice as a licensed physical therapist was
14.7 years.
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Other Characteristics
Respondents were asked to report the number of new graduates with
Master's degrees hired in the past two years. The percentage of respondents who
hired 1-2 new graduates was 32.7%, 3-4 new graduates was 7.1%, 5-6 new
graduates was 3.1% and 57.1% hired no new graduates with Master's degrees.
There was no relationship between the number of graduates hired and the type of
facility as found by Chi square X2(3)= 2.98, p=.39476 (Cramer's V = .17437).
Table 3 represents the breakdown of number of graduates hired and the type of
setting.

Table 3

Two Years
Number of New Graduates

Facility Type

0

1-2

3-4

5-6

Private Practice
Hospital-Based

17
39

6
26

1
6

0
3

Survey Results
The participants were asked to respond to fifteen statements regarding
entry-level Master's degree new graduate skills as they pertained to a direct access
environment. Table 4 presents the percentages of responses to each statement.
The sixteenth statement was the main question regarding the readiness of entrylevel Master's degree new graduates to practice in a direct access environment.
ANOVA was used to assess the relationship of responses to statement
sixteen regarding the opinions of employers about new graduate readiness
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between the states (Table 5). The average agreement rating as a function of each
state was 2.774 for Illinois, 2.696 for Michigan and 2.682 for Ohio. There was no
significant difference between the states, F(2,96)=.05,p=.95. There was no
difference in opinion regarding new graduate readiness among a direct access
state, partial direct access state, and referral only state.

Table 4
Percent Distribution of Skill Statements
Survey Response Percentage

Statement

SD

D

N

A

SA

1.

Select and perform appropriate examination
techniques.

0

9.1

14.1

58.6

18.2

2.

Problem solving skills allow for correct
interpretation of evaluation results.

0

17.2

20.2

44.4

18.2

3.

Establish objective and functional goals with
realistic time frames for achievement.

0

10.1

15.2

57.6

17.2

4.

Develop appropriate comprehensive treatment 0
programs to promote accomplishment of goals.

4.0

15.2

62.6

18.2

5. Progress treatment plan based on re-evaluation 0
of patients condition and achievement of goals.

5.1

16.2

57.6

21.2

6. Have the ability to recognize when
diagnostic tests such as MRIs or X-rays are
indicated.

3.0

28.3

29.3

31.3

8.1

7. Are able to communicate clearly and
effectively with peers and other disciplines.

1.0

3.0

16.2

53.5

26.3
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Table 4 (continued)

Percent Distribution of Skill Statements
Survey Response Percentages
Statement
SD

D

N

A

SA

8. Are able to recognize diagnosis beyond the
scope o f physical therapy.

6.1

21.3 32.3

26.3 7.1

9. Are able to diagnose disorders within the
scope o f physical therapy.

2.0

11.1

23.2

49.5

14.1

10. Delegate and supervise supportive
personnel effectively.

3.0

10.1

19.2

48.5

19.2

4.0
11. Have a clear understanding of the scope of
liability for clinical decisions involving patients

23.2

18.2

39.4

15.2

15.2

12. Are effective as patient educators and
provide relevant and useful information.

0

3.0

11.1

59.6

13. Are aware o f proper ethics and strive to
practice within that code of ethics.

0

4.0

13.1

44.4 38.4

14. Recognize when a diagnosis is beyond their
scope o f practice and request help or refer
patient to the appropriate peer.

1.0

14.2

27.3 38.4

19.2

15. Have a clear understanding of various disease
processes which mimic orthopaedic disorders

1.0

30.3

30.3 31.3

7.1

16. Master's degree new graduates are ready to
practice in a direct access environment

14.1 36.4

23.2 16.2

10.1
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Table 5

Source Table for the Relationship of Opinions Regarding New Graduate
Readiness for Direct Access to Each State
Source

df

SS

MS

F

p

State
Within
Total

2
96
98

.15
139.93
140.08

.07
1.46
1.43

.05

.95

The fifteen survey statements were further divided into two categories:
those we determined described "basic" entry level skills for practice in any type of
environment (Table 6) and those "extra" skills we determined were needed to
practice competently in a direct access environment (Table 7).

These two

categories were compared over the whole sample (Table 8) and across the three
states (Table 9). The mean rating was 3.882 for "basic" skills and 3.251 for
"extra" skills across the entire sample. Statistical significance was found when
comparing the ratings for "basic" skills and "extra" skills for the whole sample
where F(l, 96)=111.60, p=.000.

No significant difference in this pattern was

found between the states, F(2, 96)=1.51, p=.226.
Statement sixteen was compared between hospital-based outpatient
facilities and privately owned facilities (Table 10). ANOVA showed F(l,97) =
1.29, P=.258, indicating no difference of opinion existed according to facility type.
The sixteenth statement was also compared between Bachelor's and Master's
degree respondents (Table 11). ANOVA test showed F(l,87)=1.41, P=.239. This
showed no significant difference between respondents' opinions with differing
educational degrees.
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Table 6

List of "Basic" Entry Level Skills Required to Practice in any Setting___________
1. Select and perform appropriate exam techniques.
2. Problem solving skills allow for correct interpretation of evaluation results
3. Establish goals appropriate for individual patient and diagnosis
4. Develop treatment programs appropriate to patient performance and progress
5. Progress treatment programs according to patient performance and progress.
7. Communicate clearly and effectively with peers and others.
9 Able to diagnose disorders within the scope of physical therapy
10. Delegate/supervise supportive personnel effectively
12. Are effective as patient educators
13. Practice under the ethical codes of conduct for physical therapy

Table 7
List of "Extra" Skills Required to Practice Under Direct Access
6. Have ability to recognize when diagnostic tests are indicated.
8. Are able to recognize when diagnosis is beyond the scope of physical therapy
11. Have a clear understanding of liability in patient care without a physician
referral
14. Request help or refer appropriately difficult diagnosis
15. Have a clear understanding of various disease processes which may mimic
orthopedic disorders
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Table 8

Category
Source

df

SS

Skill Category
Within
Total

1
98
99

19.73
16.69
36.42

MS

F

P

19.73
.17
19.90

115.87

.000

Table 9
Source Table For the Relationship of Employers' Ratings of New Graduates' Skills
and Skill Categories Separately by State
MS

F

p

1.04
84.27
18.81

.52
.88
18.81

.59

.556

111.60

.000

.51
16.18
120.81

.25
.17
20.62

1.51

.226

113.70

.782

Source

df

SS

State
Within
Skill Category
Skill Category
by State
Within
Total

2
96
1
2
96
197

Table 10
Source Table for the Relationship of Opinions of New Graduate Readiness to
Facility Type
Source

df

SS

MS

F

P

Facility Type
Within
Total

1
97
98

1.84
138.24
140.08

1.84
1.43
1.43

1.29

.258
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Table 11
Source Table for the Relationship of Opinions of New Graduate Readiness to
Respondents' Physical Therapy Degree
Source

df

SS

MS

F

P

Degree Level
Within
Total

1
87
88

2.07
128.33
130.40

2.07
1.48
1.48

1.41

.239

CHAPTER 5
DISCUSSION
The primary purpose of this study was to determine employer perceptions
of entry-level Master's degree new graduates readiness for practice under direct
access and what areas, if any, new graduates are not adequately prepared. The
secondary purpose was to determine if any differences existed between the
opinions of employers practicing in states with varying degrees of direct access.
Other topics addressed included differences in opinions between hospital-based
outpatient facilities and private practices as well as differences in opinion based on
level of the respondents' highest attained physical therapy degree.

We

hypothesized that employers in outpatient physical therapy settings believed new
graduates of entry-level Master's degree physical therapy programs are not
sufficiently prepared to practice in a direct access environment.

We further

hypothesized employers would perceive Master's degree physical therapy
graduates to lack sufficient ability to provide a thorough and accurate evaluation
and interpretation of results without physician intervention and ability to recognize
disease processes which may mimic common physical therapy conditions.
Employers' Perceptions of Entry-Level M aster's Degree New G raduate
Readiness to Practice Under Direct Access
The main purpose of our study was to assess employer opinions of entrylevel Master's degree new graduate readiness to practice in a direct access
environment directly upon graduation.

Statement number sixteen in our survey

directly addressed this topic and stated Master's degree new graduates are ready to
practice in a direct access environment. Results showed that 50.5% of employers
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disagreed with this statement while 26.3% agreed.

This finding supported our

proposed hypothesis that employers in outpatient physical therapy settings believe
most graduates of entry-level Master's degree programs are not sufficiently
prepared to practice in a direct access environment directly upon graduation. An
explanation to this finding will be presented throughout this chapter based on the
results obtained from the survey.
Attitudes toward Evaluation, Interpretation, and Disease
Recognition Abilities
We further hypothesized that employers would perceive entry-level
Master's degree physical therapy graduates as lacking sufficient ability to provide a
thorough evaluation and interpretation of results as well as having difficulty
recognizing disease processes which may mimic common physical therapy
conditions. Of the fifteen skill statements included in the survey, the majority of
respondents, meaning greater than fifty percent, agreed with 12 of the 15
statements. Two skills that respondents agreed new graduates possessed were the
ability to perform appropriate examination techniques, with 76.8% agreeing
(statement 1), and problem solving skills which allow for correct interpretation of
evaluation results, with 62.6% agreeing (statement 2). This disproved the first half
of our hypothesis as it showed employers believed entry-level Master's degree new
graduates possess adequate evaluative and interpretive skills.
The content and main objectives of the physical therapy curricula and the
definition of the role of a physical therapist seem to support our findings for
statements 1 and 2.

Evaluative skills, problem solving skills, and the correct

interpretation of evaluative results are important skills a physical therapist of any
level of experience is required to possess and are required regardless of the direct
access status of a particular state. The profession of physical therapy is defined as
evaluation, treatment planning, and implementation (APTA, 1992). Over the years
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the role of the physical therapist has evolved from being primarily a provider of
treatment to being an evaluator, program planner, and provider of service. As a
result, the requirements for educational curriculum content, and the associations
policies, documents, and competences required for physical therapy practice have
changed (Singleton, 1987).

Based on our results and Taber's work, we may

conclude that entry-level Master's degree new graduates do possess the skills of
evaluation, problem solving and interpretation of results.
Skills the majority of respondents did not agree entry-level Master's new
graduates possessed were (1) the ability to recognize a diagnosis beyond the scope
of physical therapy (statement 8, 33.4% agreement), and (2) that new graduates
have a clear understanding of disease processes which may mimic an orthopaedic
disorder (statement 15, 38.4% agreement). This supported the second half of our
hypothesis as it indicated employers did not feel new graduates possess the ability
to recognize disease processes which may mimic orthopaedic disorders.

These

findings support a similar statement in a study produced by Taber (1992). Taber
found a 40%

agreement among respondents from outpatient physical therapy

clinics that new graduates often

have difficulty treating patients who have

complicated diagnoses.
Trends of Responses to Individual Skill Statements
Respondents to the survey expressed opinions on sixteen statements,
fifteen of which were skills as they applied to entry-level Master's degree new
graduates.

Percentages of each opinion recorded were calculated (Table 4).

Results indicated a majority of employers agreed new graduates possessed twelve
of the fifteen skills examined in the survey.

The three skills a majority of

respondents did not agree new graduates possessed were (1) the ability to
recognize when a diagnostic test was indicated (statement 6, 39.4% agreement and
31.3% disagreement), (2) the ability to recognize when diagnoses are beyond the
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scope of physical therapy (statement

8, 33.4% agreement and 27.4%

disagreement), and (3) the understanding o f diseases processes which may mimic
orthopaedic disorders (statement 15, 38.4% agreement and 31.4% disagreement).
The majority of respondents, meaning more than 50.0%, did not agree on these
three statements, although a larger percentage agreed than disagreed on all three.
Twenty-nine percent or more reported neutral opinions for the three statements
indicating no clear cut opinion exists in our sample regarding these statements.
Although we did not include a comments section, several employers took the
initiative to add their comments. The majority of the comments stated that the
respondents believed there was no difference in the skill level between Master's
and Bachelor degree new graduates of physical therapy.

Respondents further

commented that it was individual differences of maturity level, personality and
initiative, that determines if any physical therapist is capable of practicing under
direct access.
"Basic" vs. "Extra" Skills
The fifteen skill statements were then broken down into two distinct
categories by the researchers (Tables 4 and 5). The first category consisted of
"basic" skills which were skills we deemed to be necessary to practice in a referral
physical therapy setting. The establishment of the ‘basic” skills was based on a
document published by the APT A (1992) entitled, Physical Therapy Practice
Without Referral. The responsibility of the physical therapist practicing through
referral is limited to identifying and remedying problems of movement dysfunction
by physical measures. The physical therapist primarily assesses the biomechanical
or muscular imbalance responsible for the movement dysfunction. The practice of
physical therapy is defined as evaluation, treatment planning and implementation
regardless of direct access status, which we believe included and validated the
category of "basic" skills.
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The second category consisted of "extra" skills which were skills we
deemed as necessary in addition to the "basic" skills for effective practice in a
direct access environment. The development of the ‘fextra” skills was based on an
article written by Singleton (1987) who argued that physical therapists are not
educated with the necessary skills to practice independent of a physician referral.
Alterations in specific course content to facilitate the students' independent
thinking and professional judgment were suggested.

These changes in the

curricula included content that would enhance the "extra" skills reflected by five of
the survey statements. These changes included, (1) increasing the depth and level
of all course content, (2) increase the emphasis on the physiological and
pathological processes of disease, (3) emphasize the medical sciences more and
include more information on roentgenographic and laboratory tests and their
interpretation, (4) include more opportunities for practical screenings, (5) increase
emphasis on written and oral communication, (6) include more problem-solving
exercises, (7) include clinicals earlier in the programs, and (8) allow purposeful
contacts with other health professionals so students understand their roles
(Singleton, 1987).
When grouping the individual statements into the ‘basic” and ‘fextra” skills
categories, a statistically significant difference was found.

Respondents agreed

new graduates possessed all of the "basic" skills listed, which indicated employers
report sufficient preparation exists for a referral situation. Respondents did not
agree new graduates possessed three of the five "extra" skills, suggesting
insufficient preparation for practice independent of a physicians referral. These
skills included (1) the ability to recognize when diagnostic tests were indicated, (2)
ability to recognize disorders beyond the scope of physical therapy, and (3) having
a clear understanding of disease processes which may mimic orthopaedic disorders.
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This finding may suggest areas in the physical therapy curriculum which are
deficient in preparing students for direct access practice. This finding also makes it
easier to understand why respondents agreed with twelve of the fifteen skill
statements, yet only 26.3% agreed new graduates were prepared to practice under
direct access. Returns indicated employers think new graduates are well prepared
to practice upon graduation, but skills they deem as lacking are skills necessary to
practice effectively under direct access, making it clear why the majority of
respondents think new graduates are not adequately prepared to practice under
direct access.
The two categories of "basic" and "extra" skills were compared between
the three states to assess if different perceptions exist depending on the direct
access status of a state. We hypothesized by the study members that differences in
opinion may exist depending on direct access status of a state and the related
experiences of employers in those states. No difference was found between states
in employers' opinions when comparing the two categories of "basic" and "extra"
skills.
Hospital-Based vs. Private Practice Outpatient Facilities
Statement sixteen regarding entry-level Master's degree new graduate
preparedness to practice in a direct access environment was also compared
between hospital-based outpatient facilities and privately owned facilities.

This

analysis was carried out as a result of the study findings of Domholdt and
Durchholz (1992) revealing hospital-based outpatient facilities evaluated patients
through direct access more frequently than private practices at a rate of 18.0% to
9.1% respectively.

Domholdt and Durchholz did not hypothesize why this

frequency difference existed, so we assessed if any difference in opinion existed
between hospital-based outpatient facilities and private practices. No difference in
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opinion was found regarding entry-level Master's degree new graduate readiness to
practice in a direct access environment based on practice setting of respondent.
Perceptions of Bachelor's Degree Respondents vs. Master's Degree
Respondents
A comparison was also made regarding perceptions of entry-level Master's
degree new graduate preparedness for direct access and the degree held by the
respondent. This comparison was carried out to determine if the degree level of
the respondent may have influenced their opinion of the entry-level Master's degree
new graduate.

The study members proposed that Master's degree respondents

may have reported entry-level Master's degree new graduates as being prepared for
direct access practice more frequently because of their experience with the
Master's degree curricula.

No difference was found when comparing physical

therapy degree of respondent opinions of

entry-level

Master's degree new

graduate skills.
Limitations of Study and Suggestions for Further Research
Our private practice sample consisted of APTA members listed in the 1994
American Physical Therapy Association Private Practice Section membership
guide. We determined this to be a limitation to the study as only APT A private
practice section members were surveyed excluding any private practice employers
not involved in this section of the APTA. Since the APTA is a major advocate of
direct access, it is possible that higher opinions of entry-level Master's degree new
graduates may have been held by the members. An additional demographic
statement could have assessed if the respondent was a direct access advocate or
opponent.
Although we did not include a comments section, several respondents took
the initiative to express opinions not included in the survey. This pointed out two
further limitations to the study. First, it may have been beneficial to include a
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comments section to allow respondents to express opinions not otherwise
addressed in the survey. Second, the comments received indicated respondents
believed our study was comparing skill levels between Bachelor's and Master's
degree new graduates. It was not the researchers intention to segregate levels of
preparedness between the two degrees.

The researchers chose the entry-level

Master's degree curriculum secondary to the APTA promotion of the upgrading of
all physical therapy curricula to the entry-level Master's degree (APTA ,1992).
The demographic statement requesting highest physical therapy degree
attained did not specify if the Master's degree was an entry level degree or postbaccaleareate Master's degree making it difficult to form a clear distinction when
comparing data between Bachelor's and Master's degree respondents. This is a
limitation as it prevented defining a clear respondent population.
We received 104 returns of which ninety-nine surveys were usable. The
reason for the five unusable surveys was attributed to lack of clarity regarding the
need to complete the survey even if the facility being surveyed had not hired a
entry-level Master's degree new graduate in the past two years. Return rates by
state contributed to another study limitation as the individual state return values
were too low to allow us to run significance tests for individual questions across
the three states. This prevented assessment of individual skill statement responses
according to direct access status of each state. Demographic results also indicated
that only 43 of the 99 responding facilities have hired one or more entry-level
Master's degree new graduates in the last two years. This may be related to the
number o f entry-level Master's degree programs in each state and the availability of
new graduates for hire with this degree. This indicates employers in many facilities
may have not had extensive exposure to entry-level Master's degree new graduates
and may not have based reported attitudes on recent experiences with this type of
employee. The division of "basic" and "extra" skills was also a limitation as we
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formed these categories based on existing literature and our own perceptions of
what skills are necessary for referral-only practice and for direct access practice.
The findings and limitations of this study revealed areas for potential
research. Future studies can compare the preparedness between Bachelor’s and
entry-level Master’s degree new graduates.

The results may determine if the

APTA’s efforts to upgrade all physical therapy curricula to a post-baccalaureate
degree level has produced physical therapists who are better prepared to practice
without referral upon graduation.

The same study could be reproduced to

compare Master’s degree and Doctorate degree new graduates in the future. An
additional questionnaire may be administered to employers requesting specific
suggestions for areas which need to be strengthened in the physical therapy
curricula. The results of our study suggested that physical therapy curriculum
planners may benefit from investigating the major problem areas a new graduate
has encountered after the new graduate has practiced for one year by surveying the
physical therapist one year after graduating.

This may provide information on

specific courses and their contents needing development.
Summary
The major finding of this study was that employers did not perceive entrylevel Master's degree new graduates as being adequately prepared for direct access
practice directly upon graduation.

This supported our hypothesis that new

graduates are not viewed by employers as being adequately prepared for direct
access practice. Our findings support the findings of Taber (1992) that employers
believed new graduates were not able to evaluate or treat the self-referred patient.
Our finding does not support the APT As opinion that the educational systems
accurately provide the competencies to enable the physical therapist to practice
within the scope o f physical therapy independent of physician direction (APTA
1992).
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Employers agreed new graduates possessed most skills needed for effective
practice, but were lacking in skills dealing with diagnostic testing, understanding of
disease processes mimicking orthopaedic disorders, and recognizing diagnoses
beyond the scope of physical therapy. This finding did not support our second
hypothesis that entry-level Masters degree new graduates are not prepared to
provide a thorough evaluation, but supported our hypothesis that new graduates
lack ability to recognize disease processes which may mimic common physical
therapy conditions.

To holistically prepare the new graduate for direct access

practice, these skills found to be lacking may need to be addressed in the
curriculum to further enhance new graduate's abilities.
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APPENDIX A
COVER LETTER TO EMPLOYERS
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Dear Physical Therapy Supervisor,

We are Master of Science candidates completing research in partial
fulfillment of our degree from the Physical Therapy Department at Grand Valley
State University in Allendale, Michigan. We are studying employer perceptions of
Masters degree new graduates and their ability to practice in a direct access
environment. We are surveying employers in both direct access and non-direct
access states. Enclosed is a questionnaire containing 14 demographic questions
and 16 direct access statements. This questionnaire should take less than 15
minutes of your time to complete. To eliminate several variables, we have set up
criteria for participation in the study which include the following;
-Participant must be a physical therapist in a management role involved in
the hiring of physical therapists or supervision of physical therapy staff.
-Participant must work full or part time at this clinic.
-Participant must be working in outpatient services if affiliated with a
hospital.
We ask that if you do not meet the above criteria, that you pass this survey
on to the appropriate physical therapist at this site who does. This survey has been
approved by the Human Subjects Review Committee at Grand Valley State
University. All information aside from question responses will be kept
confidential. Return of the questionnaire will indicate informed consent to
participate in this study. Enclosed is a self-addressed stamped envelope for your
convenience. We request that survey forms be returned as soon as possible upon
reception and no later than October 30. 1994. We do hope you will choose to
participate in this study as the information is important to our practice and may
provide valuable suggestions for curriculum enhancement.
Definitions:
M asters degree new graduate - a physical therapist who has graduated from a
Masters degree program and has been working in the clinic for less than
one year.
Full direct access - the ability to evaluate and treat a patient without a physician
referral.
We thank you for your time and effort in filling out this questionnaire and
hope to receive your return envelope soon.
Sincerely,

Jamie J. Eltzroth
Matthew J. Duley
Michele M. Allen
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APPENDIX B
QUESTIONNAIRE TO EMPLOYERS
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Employer Perceptions of the Readiness of Master’s Degree Physical Therapy
Graduates' Ability to Practice in a Direct Access Environment
The following are 14 questions regarding demographics. Please answer all
questions to the best of your knowledge.
1. A g e_____
2. Sex (circle one)

Female

3.State where this practice is located?

4. I work (circle one) Full time

Male
Illinois

Michigan

Ohio

Part time

5. Highest Physical Therapy degree attained by participant (circle one)
Certificate
Bachelors
Masters
Doctorate
6. Type of patients seen at this clinic (please fill in an approximate percentage of
each type o f patient seen) Ortho
Neuro
Other____
7. How many physical therapists are employed at this clinic?______
8. This clinic is (circle one)

Private practice

Hospital based

9. The Physical Therapy practice act of this state requires that a physical therapist
(circle one)
Needs a referral to evaluate and treat
Needs a referral to treat only
Does not need a referral for evaluation or treatment
10. This clinic allows physical therapists to practice fully as permitted by the direct
access laws o f this state, (circle one)
Yes
No
11. A staff physical therapist at this clinic sees approximately what percent of their
patient caseload through full direct access? (If this does not apply to your state,
circle 0%)
0%
1-15%
15-20%
20-30%
30% or more
1 2 .1 have practiced as a Licensed Physical Therapist fo r

years.

13. How many new graduates holding an entry level Master's degree has this clinic
hired in the last two years? (circle one) 0
1-2
3-4
5-6
More
14. Have you practiced through full direct access in any other state? (circle one)
Yes
No
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The following 16 statements are regarding the abilities of entry level Master's
degree new graduates as you perceive them for a full direct access
environment. The information is in statement form followed by the numbers 1-5
which denote your level of agreement. Please circle only one number after each
statement and please be sure to answer all 16 statements.

1 —Strongly disagree
2 —Disagree
3 —Neither agree or disagree
4 —Agree
5 —Strongly agree

Statement
1. Select and perform appropriate examination
techniques.

1 2

3

4

5

2. Problem solving skills allow for correct interpretation
of evaluation results.

1 2

3

4

5

3. Establish objective and functional goals with realistic
time frames for achievement.

1 2

3

4

5

4. Develop appropriate comprehensive treatment programs
to promote accomplishment of goals.

1 2

3

4

5

5. Progress treatment plan based on re-evaluation of
patient's condition and achievement of goals.

1 2

3

4

5

6. Have the ability to recognize when diagnostic tests such as
MRI’s and x-rays indicated

1 2

3

4

5

7. Are able to communicate clearly and effectively
with peers and other disciplines

1 2

3

4

5

8. Are able to recognize diagnoses beyond the scope
of physical therapy

1 2

3

4

5

9. Are able to diagnose disorders within the scope
of physical therapy upon graduation

2

3

4

5

10. Delegate and supervise supportive personnel effectively

2

3

4

5

Number
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1 — Strongly disagree
2 — Disagree
3 —Neither agree or disagree
4 —Agree
5 —Strongly agree

Statement
11. Have a clear understanding of the scope of liability
for clinical decisions involving the patient
Ex. Litigation will fall on the therapist for a
poor outcome rather than a referring physician.

Number

1

2

3

4 5

12. Are effective as patient educators and provide
relevant and useful information.

1

2

3

4 5

13. Are aware of proper ethics and strive to
practice within that code of ethics.

1

2

3

4 5

14. Recognize when a diagnosis is beyond their
scope of ability and request help or refer
patient to the appropriate peer.

1

2

3

4 5

15. Have a clear understanding of various disease
processes which may mimic orthopaedic
disorders.

1

2

3

4 5

16. Masters degree new graduates are ready
to practice in a Direct access environment.

1

2

3

4 5

